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Abstract
Objective
Despite the known benefits of physical activity, high numbers of people with rheumatoid 
arthritis (RA) remain physically inactive and sedentary. Little is known about the 
determinants of sedentary behavior (SB) in RA. This cross-sectional study examined a range 
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Seventy-six adults with RA wore an ActivPAL4™ accelerometer over a 7-day period. Pain 
characteristics (pain intensity, painful joint count, non-articular pain), fatigue, sleep, 
depression, anxiety and disease activity were assessed. Analyses were first conducted to 
evaluate correlations with sedentary time. The independent contribution of pain 
characteristics to variation in SB was analyzed with multivariable linear regression 
(adjusted for demographics and disease activity).
Results
Participants with valid accelerometer data (n=72) spent an average (± SD) of 533.7 (±100.1) 
min/day in SB. Positive associations with daily SB were found for pain intensity (r = 0.31, p < 
0.01) and number of painful joints (r = 0.24, p < 0.05), but not non-articular pain. In 
multivariable analyses pain characteristics were not independently associated with SB. 
Analyses indicated that disease activity had an indirect association with SB, mediated by 
pain intensity. Other correlates of daily SB included anxiety and depression but not fatigue 
or sleep.
Conclusion 
Results suggest while pain and other RA-related factors do play a role in SB, they do not 
appear to have a significant influence after accounting for other variables. Future research 
should investigate SB and the role of factors unrelated to the symptoms of RA.
Significance and Innovations  
 It is known that people with rheumatoid arthritis (RA) spend the majority of their 
waking day in sedentary activities. No previous study has examined a range of pain 
characteristics and RA-related symptoms and their relationship with objectively 
measured sedentary behavior (SB).
 Pain intensity, self-report number of painful joints and the presence of foot/ankle 
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relatively small and not maintained when other factors were accounted for in 
multivariable models. 
 Other clinical correlates included mood and disease activity, while fatigue, sleep 
quality or non-articular pain were not related to SB. Pain intensity mediates the 
relationship between disease activity and daily sedentary time.
 Our findings suggest that while some clinical characteristics play a role, we must also 
look beyond RA-related symptoms in seeking to identify and understand the factors 
contributing to SB.
.
Sedentary behavior (SB) is associated with poor health outcomes including mortality, 
diabetes, and cardiovascular events in the general population  (1). SB is defined as any 
waking behavior characterized by an energy expenditure of ≤1.5 METs (metabolic 
equivalent) and a sitting or reclining posture [e.g. television viewing, computer use, reading 
and driving] (2). Evidence is emerging about the consequences of excessive sedentary time 
in the rheumatoid arthritis (RA) population, with indications that SB has a negative effect on 
their health  (3). RA is a chronic, autoimmune inflammatory condition that affects 0.5% of 
the adult population worldwide and affects three times more women than men  (4). People 
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cardiovascular and cerebrovascular disease compared to the general population, due to the 
underlying inflammatory nature of the condition (5). Thus the adverse consequences of 
excessive SB are likely to be even greater in people with RA, where SB has been reported to 
be approximately ten hours per day (6), compared to an average of 8.7 hours for adults in 
the general population  (7). Targeting individuals who spend the majority of their waking 
day in SB may have significant health benefits, over and above those for the average 
population  (8). 
The majority of people with RA are physically inactive  (9), having low aerobic capacity and 
spending less time in vigorous activity compared to controls  (10). Recent evidence suggests 
that SB and physical inactivity are separate constructs. Data on the factors that contribute to 
SB in people with RA are limited. However the wider literature shows that the presence of 
RA-related symptoms, such as pain, stiffness and fatigue, exert an important influence on 
daily activity levels  (11,12). These clinical symptoms have been suggested as a potential 
explanation for more SB and less physical activity in people with RA  (13). Pain is a key 
symptom in people with RA, and is a central component of diagnosis. Physical activity is 
known to alleviate RA symptoms, with a Cochrane review on exercise in RA suggesting it can 
bring about moderate pain reductions  (14) Furthermore, preliminary evidence indicates 
that reducing SB can achieve a reduction in pain levels in this population  (8). 
 
In order to address SB, a better understanding of how pain and other RA symptoms such as 
fatigue, sleep disturbance and disease activity are related to SB is needed. Exploring related 
clinical factors could help target this behavior, and enhance the delivery of focused and 
effective interventions for SB in people with RA. To date only one other study has explored 
the relationship between pain and SB in RA. Greene et al (15) focused exclusively on pain 
intensity and employed a self-report method of SB measurement. Such subjective 
measurements are known to be at risk of measurement bias due to misreporting and recall 
bias (1,16). Objective measurement of SB using accelerometers has become more feasible 
and affordable, and importantly is more rigorous and addresses some of the limitations of 
self-report methods  (1). Accelerometers are small, lightweight devices that record data on 
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No previous study in RA has investigated a range of patient reported outcomes and 
employed an objective measurement of SB. Thus the aim of this study is to investigate the 
association between objectively measured SB and clinical pain characteristics and other 
patient reported outcomes in RA including sleep, fatigue and mood. As the primary outcome 
measure, pain was explored under the dimensions of pain intensity, number of pain joints 
and the presence of widespread pain. In addition to the primary aims, we also explored the 
extent to which pain intensity mediated the effect of disease activity on SB. 
METHODS
Patients and Methods
Study Design and Participants
Potentially eligible participants for this cross-sectional study were identified consecutively 
from rheumatology clinics in a large acute public hospital serving a mix of urban and rural 
populations. Eligible participants were required to fulfill the following criteria: a diagnosis of 
RA by a rheumatologist according to the American College of Rheumatology criteria (17); 
age ≥ 18 and ≤ 80 years; ability to mobilize independently or aided by a stick; understand 
written and spoken English. Excluded participants had unstable disease (significant 
medication changes in past three months), a co-morbidity interfering with their capacity to 
be physically active; recent surgery (in preceding three months) or were pregnant. 
Participating patients attended the rheumatology clinic where a clinical assessment was 
carried out, questionnaires were completed and an ActivPAL4™ activity monitor was fitted. 
Two clinical specialist physiotherapists undertook data collection between April and 
November 2018. Ethical approval was obtained from Clinical Research Ethics Committee of 
the Cork Teaching Hospitals. All participants were provided with written and oral 
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Demographic data on age, gender, disease duration and medication were recorded. Body 
mass index (BMI) was calculated from height and weight measurements (kg/m2). 
Participants’ average arthritis pain intensity in the past week was quantified using the Visual 
Analogue Scale (VAS) pain scale (0-10 cm) which is reliable in people with RA (18). The 
distribution of non-articular pain was measured using the Widespread Pain Index (WPI), 
which assesses pain in 19 specific body areas (score 0–19) (19). The distribution of joint 
pain was quantified using the joint score (0 to 48) from the Rheumatoid Arthritis Disease 
Activity Index (RADAI) (20). The Stanford Health Assessment Questionnaire (HAQ) 
determined participants’ degree of functional disability (21). Anxiety and depression were 
assessed using the Hospital Anxiety and Depression Scale (HADS), which is a 14-item 
questionnaire validated in patients with physical health problems  (22). A single item VAS 
(0-10) assessed the severity of fatigue over the past week (23). The Pittsburgh Sleep Quality 
Index (PSQI) measured sleep disturbance (scores range 0-21) and is a validated measure of 
sleep disturbances among individuals with chronic pain  (24). The Clinical Disease Activity 
Index (CDAI)  (25) was used to reflect RA disease activity. This patient and provider 
composite tool can discriminate between low, moderate, and high disease activity states and 
is feasible to perform in clinical settings  (26). The Charlson Comorbidity Index (CCI)  (27), 
quantified the comorbidity burden by assessing the number and severity of 13 health 
conditions. 
SB was measured over a 7-day period using the ActivPAL4™ activity monitor 
(Paltechnologies Ltd, Glasgow, UK). The ActivPAL4™ is an objective measurement device 
that incorporates an inclinometer to facilitate greater accuracy in classifying postures. 
Validated for time spent in SB, standing and walking  (28), the ActivPAL4™ activity monitor 
is recommended for accurately recording SB in the RA population  (29). There is good 
agreement (R2 > 0.94) for sedentary time between ActivPAL4™ and direct observation in a 
free-living setting  (30).  Participants were instructed to wear the monitor continuously 24 
hour/day for 7 consecutive days  (16), and only remove if swimming. A 24-hour wear period 
is common in the published literature and may be associated with better device wear-time 
compliance (16). The device was wrapped in a flexible sleeve and attached by the 
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dressing (Tegaderm). Participants were provided with an instruction sheet, spare adhesive 
dressings (for re-attachment if necessary) and a log-sheet. Participants recorded any non-
wear periods in the log-sheet as well as daily times for ‘going to bed’ and ‘getting up’, 
allowing for isolation of waking sitting/lying time from sleep time. When participants failed 
to complete the log-sheet, non-wear or bedtimes were visually identified from the events 
files. Only participants who wore the activity monitor a minimum of 4 days for 24 hours 
were included in the analysis. Data was extracted using the PAL™ Software (Version 8.1) and 
events files were created. The sampling frequency was 20Hz and the minimal sitting and 
upright period was defined as 10 seconds. SB characteristics of interest were; time sitting or 
lying during the waking day, the percentage of waking hours spent sitting or lying, sit to 
upright transitions and number of sitting bouts longer than 30 minutes. Subjectively SB was 
assessed by the following item from the International Physical Activity Questionnaire (IPAQ) 
short form  (31): “During the past 7 days, how much time did you usually spend sitting on a 
weekday?” Responses were given in hours and minutes. 
Data Analysis
Data was analyzed for normality, homogeneity of variance, and multicollinearity with all 
required assumptions met. Descriptive statistics were calculated to describe participant 
characteristics. Relationships between clinical characteristics and SB variables were 
examined using Pearson’s correlation coefficients. Correlation coefficients of > 0.5 were 
defined as high, those from 0.3 to 0.5 were defined as moderate, and < 0.3 were defined as 
fair. To explore the relevance of foot/ankle pain, an independent t-test analyzed differences 
in daily sedentary time between those with and without foot and/or ankle pain (assessed 
using the RADAI joint list). To further examine any significant associations between pain 
characteristics and SB the independent contributions of these pain variables to explain 
variance in daily sedentary time, were analyzed in a series of multivariable regression 
models. Associations were analyzed in models that controlled for demographics (age, gender 
and BMI) and disease activity. Selection of these explanatory predictor variables was based 
on previous literature  (32,33). Explanatory variables were entered first, with the pain 
variable included in the second step to assess any additional contribution to the models 
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change in R2 values between the first and second steps. Where significant associations were 
observed in initial analyses, models were further adjusted for daily moderate-vigorous 
physical activity (MVPA). This final step (adjustment for MVPA) was carried out only where 
step two of the regression analysis revealed a statistically significant relationship between 
pain and SB. The levels of association were expressed as standardized beta coefficients. This 
study required 85 participants (with 80% power at 5% level of significance) to detect an 
effect size of r = 0.3 for pain and other patient reported outcomes.
Mediation analysis was undertaken to examine associations between disease activity, pain 
intensity and SB, according to criteria described by Baron and Kenny (1986) (34). Disease 
activity was included as the independent variable, daily sedentary time as the dependent 
variable, and pain intensity as mediator. According to these criteria, linear regression 
models were used to assess whether 1) the independent variable was significantly 
associated with the dependent variable, 2) the independent variable was significantly 
associated with the proposed mediator, and 3) the proposed mediator was significantly 
associated with the dependent variable, with the independent variable as a control variable. 
To confirm these results, the proposed mediator was also assessed using Sobel’s test and a 
bootstrapping approach, utilizing 5,000 bootstrap samples.
RESULTS
Participants
RA patients with upcoming clinic appointments were screened for participation (n=118). A 
review of medical notes and telephone-based screening for eligibility was conducted. 
Seventy-six patients were enrolled in the study (see Figure 1) and 72 participants returned 
valid ActivPal4™ data. Participants were younger (60 vs 61 years), had longer disease 
duration (18 vs 10 years), and a greater proportion were men (35% vs 29%) compared to 
patients who declined to participate in this study (all p > 0.05). Of the 72 participants, 90% 
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Participant characteristics (n = 72) are presented in Table 1. Participants’ mean (SD) age 
was 61.5 years (10.5) and 65% (n = 47) were female. The average time since diagnosis was 
17.8 (10.9) years. Disease activity score averaged 11.2 (8.7) on the CDAI, representing 
borderline mild to moderate disease activity. The proportion taking biologics agents to treat 
their disease was 58.7%. The mean arthritis pain score on VAS was 4.9 (2.9). Accelerometer 
data indicated that participants spent on average 533.7 (100.1) minutes (8.9 hours per 
day/59.9% of waking hours) in SB. Participants’ subjective estimate of their sedentary time 
was 5 hours. 
Associations between clinical characteristics and sedentary behavior
Table 2. outlines Pearson correlations between clinical and SB characteristics.  Positive 
associations with daily SB (time) were found for pain intensity (r = 0.31, p < 0.01) and self-
report number of painful joints (r = 0.24, p < 0.05), but not non-articular, as quantified by the 
WPI (r = 0.06, p > 0.05). Pain characteristics were not correlated with the number of 
sedentary bouts > 30 minutes or the number of sedentary interruptions. Daily SB also had 
positive but fair associations with self-reported depression (r = 0.28, p < 0.05), anxiety (r = 
0.31, p < 0.01) and disease activity (r = 0.24, p < 0.05).
In an independent t-test daily SB was higher among those with foot and/or ankle pain (mean 
552.7 minutes, SD 104.0) compared to those without (mean 496.5 minutes, SD 83.8; p < 
0.05). 
Regression analyses
Significant positive associations between pain variables and daily sedentary time were no 
longer significant in regression models adjusted for demographic factors and disease activity 
(Table 3). The addition of pain variables to the adjusted models accounted for a small 
increase (≤5%) in the variance  (R2) of daily SB.
Mediation Analysis
Tests for mediation found higher disease activity was associated with daily SB (β coefficient 
= 0.24, p = 0.046) and higher pain intensity, (β coefficient = 0.622, p < 0.001). Higher pain 
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disease activity score (β coefficient = 0.314, p <0.036). The Sobel's test result was 2.05, p = 
0.041, indicating that pain intensity mediates the relationship between disease activity and 
total sedentary time. This result was confirmed by the bootstrapping approach, where the 
95% confidence interval for the indirect effect of disease activity on SB level, mediated by 
pain levels, did not overlap with zero (bootstrap 95% CI: 0.37, 4.66).
DISCUSSION
This cross-sectional study aimed to examine the relationship between SB and pain in people 
with RA. We found that pain intensity, self-reported painful joint count and the presence of 
foot and/or ankle pain were correlated with a greater volume of time spent in sedentary 
activities. Multivariate models, when adjusted for potential explanatory variables, found 
these pain characteristics were not independently associated with daily SB. Other clinical 
correlates of daily SB included depression, anxiety and disease activity. Mediation analysis 
revealed that pain intensity mediates the relationship between disease activity and daily 
sedentary time.
Evaluating the links between SB and disease-specific outcomes was identified by EULAR as a 
key aspect of the future research agenda  (35). To our knowledge this is the first study to 
investigate the relationship between several dimensions of pain in people with RA and 
objectively measured SB. Two previous studies in RA have examined the relationship 
between pain intensity and SB. Pain intensity was not independently associated with time 
spent sitting and lying in a sample of predominantly African American females with RA  (15). 
Multivariate analysis suggested sedentary time was best explained by a combination of 
variables that included pain, however the amount of variance explained by the model was 
small at just 10%. Comparisons with the current study are limited, as sedentary time was 
determined by individual interview rather than objective measures. Huffman et al (2015) 
objectively measured SB in people with established RA using triaxial accelerometry. In 
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pain levels were relatively low (mean intensity 25/100 VAS) (36). In the current study, while 
pain intensity and self-report joint count were associated with sedentary time, the strength 
of correlations was only fair.  This weak link between pain and sedentary time was 
somewhat unexpected. Qualitative research has linked higher pain levels with more ‘bad 
days’ and consequently more sitting  (13).  Notably people with RA have also described other 
aspects of life unrelated to RA as playing a role in SB. For some being sedentary was 
described as ‘simply a way of living’  (13). These accounts are in line with our findings, 
suggesting there are other more influential determinants of SB than clinical and pain 
characteristics.  
People with RA experience inflammatory joint pain but also report higher levels of non-
articular chronic widespread pain (37). No previous study has differentiated between 
articular and non-articular pain when examining the relationship between pain and SB in 
RA. While fibromyalgia was not specifically examined, 13 participants had widespread non-
articular pain (score ≥ 7 on WPI) suggestive of this condition, however WPI was not a 
correlate of any aspect of SB. As centralized chronic widespread pain tends to co-exist with 
mood disorders and fatigue (38), it might be expected that such a clinical profile would be 
more sedentary but this was not the case.  Pain is frequently used as a proxy for 
inflammation and disease activity in the assessment of RA  (39). While the measure of 
disease activity (CDAI) in this study did not specifically incorporate a self-report painful joint 
count or pain severity, the patient’s global assessment of their arthritis likely reflects to 
some extent pain currently experienced. Our mediation analysis confirmed what might be 
assumed clinically; that the indirect effect of disease activity on SB is mediated by arthritis 
pain levels. Relations between SB and clinical factors such as pain and mood are complex 
and additional mediated effects not examined in this study are likely. However this 
mediating role for arthritis pain intensity, in combination with the finding that non-articular 
pain was not a correlate of daily SB, could suggest that treatment aimed at reducing disease 
activity, thereby indirectly reducing the severity of arthritis pain, is more likely to influence 
SB than intervening with non-articular pain.
Participants reporting foot or ankle pain were significantly more sedentary compared to 
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impacting on their ability to walk, with loss of social and leisure activities  (41). To date, 
studies investigating foot pain and activity in people with RA have focused primarily on self-
reported limitations  (41). This is the first study to explore the association between 
accelerometer derived data and foot/ankle symptoms. It is worth noting that the foot/ankle 
pain group also had significantly higher disease activity scores and higher pain levels. Foot 
pain may be associated with a more severe clinical presentation and worse physical 
functioning  (42), and these factors could also potentially account for increased SB. In our 
adjusted model, the presence of foot and/or ankle pain did not independently predict 
sedentary time after the addition of covariates, thus further investigation is warranted in an 
appropriately powered study.  
This study found higher levels of depression and anxiety to be associated with more SB. 
While no comparable evidence exists in RA, the positive association between SB and 
psychological factors such as depression and anxiety have been reported in other population 
groups,  (43,44). Longitudinal research is needed to determine the direction of these 
relationships. Interestingly, fatigue was unrelated to any aspect of SB measured in this study.  
This is unexpected given that physical activity interventions are known to reduce symptoms 
of RA-related fatigue  (45) and in bivariate analysis, physical inactivity has been shown to be 
significantly associated with fatigue (46). People with RA report that fatigue also limits their 
daily activities  (13). Other research suggests that particular dimensions of fatigue in RA are 
more closely related to physical activity and inactivity, namely fatigue-related reduced 
activity and physical fatigue (12). Our study focused on fatigue severity and we may have 
found different results had we examined multiple dimensions of fatigue. 
Discrepancies between subjective estimates of sedentary time and accelerometer-derived 
data have been previously observed in people with RA, with a tendency to under-report 
sedentary time and over-report physical activity on questionnaires  (6). In the current study 
participants’ subjective estimate of their sedentary time correlated weakly with the 
objectively measurement. Self-reporting of sedentary time has known susceptibility to recall 
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biases but there can be issues around patient compliance. In this study the Activpal4™ 
monitor was well tolerated with 90% of participants returning seven days of valid data.  
The pattern of accumulation of SB time is also important, with prolonged bouts of 
uninterrupted sedentary time conferring the greatest cardiometobolic risk  (48). The current 
study assessed several aspects of sedentary pattern including the number of longer 
sedentary bouts and sedentary bout interruptions, but found no association with patient 
reported outcomes. Whilst these long bouts were considered more harmful in observational 
studies, replacing with shorter sedentary bouts was not helpful in lowering mortality risk. 
Instead substituting with physical activity of any intensity was necessary to mitigate the 
mortality risk  (49).
Implications for research and practice
Due to the cross-sectional nature and the mainly weak relationships, it is not possible to 
make clinical recommendations based on this study alone. Nonetheless our results suggest 
that disease related factors such as low mood and multiple painful joints warrant 
consideration. Findings also suggest we must also look beyond RA symptoms in seeking to 
identify and understand the factors contributing to SB in this at-risk population. Research on 
the implications of reducing SB is limited, however Thomsen and colleagues (8) have 
demonstrated the positive impact that behavior change interventions can have on SB in 
people with RA.  Future research should seek to meet the research agenda set out by EULAR  
(35) and prospectively evaluate the relationship between SB and disease-specific outcomes. 
Strengths and Limitations 
This is one of the first studies to examine the relationships between SB, pain characteristics 
and other patient reported symptoms such as depression, anxiety, sleep and fatigue, using a 
reliable and valid objective measure. Other strengths of this study include excellent 
compliance rates with monitor wear for seven days. This study also has some limitations. 
The cross-sectional design precludes from establishing the direction of relationships. SB 
could represent both a consequence and a cause of increased pain in RA. While our 









This article is protected by copyright. All rights reserved
research and other pain populations that increased pain may also be a consequence of SB 
(50). The study was not adequately powered for multivariable analyses, however given that 
pain characteristics were not independent predictors in partially adjusted models between 
pain and SB, inclusion of a full range of confounders was unlikely to change these results.  
This study assessed a range of pain characteristics and patient reported outcome measures 
and examined their relationship with SB.  The various dimensions of pain in RA and their 
role in SB have not previously been examined. We found that several pain characteristics 
correlated with daily sedentary time but these relationships were relatively small and not 
maintained when other factors were accounted for in multivariable models. Other clinical 
correlates included mood and disease activity, while fatigue, sleep or non-articular pain 
were not related to SB. These results indicate that other non-RA related factors beyond pain 
and clinical characteristics are likely to be important in determining SB. This may have 
implications for developing and delivering future interventions.
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Table 1. Participant demographic, clinical, and accelerometer data (n=72) 
Demographic and clinical characteristics 
 Age (years) 59.5 (15.1) 
 Female, n (%) 47 (65) 
 BMI (kg/m2) 28.9 (4.5) 
 Time since diagnosis (years) 17.8 (10.9) 
 Disease activity (CDAI) 11.4 (8.7) 
 DMARDs, n (%) 48 (68%) 
 Biologics, n (%) 44 (58.7%) 
 Comorbidity score (CCI)  2.3 (1.3) 
 Activity limitation (HAQ) 0.8 (0.5)  
 Pain intensity (VAS) 4.9 (2.9) 
 Painful joint count (RADAI) 9.6 (7.0) 
 Widespread pain (WPI) 4.9 (3.9) 
 Fatigue (VAS) 5.7 (2.9) 
 Anxiety (HADS) 5.7 (3.8) 
 Depression (HADS) 5.4 (3.8) 
 Sleep score (PSQI) 7.2 (5.0) 
 Self-report sedentary time (hours/day) 5.0 (2.0) 
Accelerometer data  
 Daily sedentary time (min/day) 533.7 (100.1) 
 % waking time spent sedentary 59.9 (11.0). 
 Sedentary bouts >30 minutes (no./day) 6.7 (1.7) 
 Sedentary interruptions (no./day) 52.3 (17.9) 
 Standing time (min) 271.8 (86.0) 
 Daily total step count  7210.1 (3684.0) 
* Values are mean and standard deviation unless otherwise indicated. 
BMI, body mass index; CDAI, Clinical Disease Activity Index; CCI, Charlson Comorbidity 
Index; DMARDs, disease-modifying anti-rheumatic drugs; HADS, Hospital Anxiety and 
Depression Scale; HAQ,, Health Assessment Questionnaire; IPAQ, International Physical 
Activity Questionnaire; min, minutes; no., number; PSQI, Pittsburgh Sleep Quality Index; 
RADAI, Rheumatoid Arthritis Disease Activity Index; VAS, Visual Analogue Scale; WPI, 
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0.24* 0.22 0.17 0.09 -0.20 
Widespread 
pain (WPI) 
0.06 0.10 0.03 0.08 -0.12 
Fatigue (VAS) 0.17 0.19 0.06 0.08 -0.28* 
Sleep score 
(PSQI) 
0.13 0.14 0.12 -0.01 -0.21 
Anxiety 
(HADS) 
0.31* 0.23 0.14 -0.09 -0.23 
Depression 
(HADS) 




0.24* 0.26* 0.05 0.01 -0.34** 
CDAI, Clinical Disease Activity Index; HADS, Hospital Anxiety and Depression Scale; min, 
minutes; PSQI, Pittsburgh Sleep Quality Index; RADAI, Rheumatoid Arthritis Disease 














This article is protected by copyright. All rights reserved 
Table 3. Regression analyses investigating 




β (p value) R2 
Model 1 Pain intensity 0.29 (0.08) 
 
0.05 
Model 2 Painful joint 
count 
0.09 (0.57) 0.01 
Model 3 Ankle/foot 
pain 
0.18 (0.19) 0.03 
β= Beta coefficient. R2 represents the variance 
explained in the dependent variable (daily 
sedentary time) by the independent variable of 
interest (i.e. pain intensity, painful joint count, 
ankle/foot pain). Models adjusted for age, gender, 











Figure1.  Flow diagram of study participants
acr_24207_f1.tiff
This	article	is	protected	by	copyright.	All	rights	reserved
A
cc
ep
te
d 
A
rt
ic
le
